A female infant, born at 34 weeks gestation, developed a right orbital proptosis at 14 days of age. Coagulation studies including platelet count were normal. Non-contrast computed tomography (CT) (figure 1) showed gross proptosis of the right eye and a retrobulbar high-density lesion consistent with fresh blood. Magnetic resonance imaging (MRI) was performed within 2 days of the onset of the proptosis. This demonstrated a large retro-orbital lesion, low in signal intensity on T2-weighted images with a bright margin, consistent with haematoma.
In spite of decompression, the eye remained proptosed and became progressively more so. The patient developed an ipsilateral swelling on the cheek which continued to increase in size. A further CT scan was performed 3 weeks after the initial scan (figure 2). The differential diagnoses of proptosis in a neonate are listed in box 1. QUESTION 2 There is a large enhancing mass, with both solid and cystic components, occupying and expanding the right orbit. This mass invades through the superior orbital fissure into the middle cranial fossa. There is gross proptosis of the right globe.
Outcome
Colour flow Doppler confirmed a retro-orbital vascular lesion. Transbuccal biopsy showed this to be a haemangiopericytoma. The patient was referred to our national paediatric oncology centre at Crumlin, Dublin. She continued to bleed dramatically from the biopsy site. This bleeding was life-threatening. Conservative measures failed to control the bleeding and ligation of the right external carotid artery was eventually required to secure haemostasis. Surgery was not considered possible due to the extent of the lesion. It initially responded to chemotherapy (vincristine, actinomycin D, and cyclophosphamide). This, however, was only partially successful and definitive surgery was performed, 2 months after the initial diagnosis. Follow-up CT scan 3 months after this surgery showed no evidence of recurrence.
Discussion
Haemangiopericytoma was first described by Stout In addition to its site, other aspects of this case are unusual. These tumours usually present with a mass or pressure effect; haemorrhagic signs are uncommon.5 Life-threatening bleeding, while unusual at other sites, has been described in orbital haemangiopericytoma of adults. In our patient, the tumour also had a large cystic component. The incidence of cystic change in haemangiopericytoma is unclear, but may soon be clarified with the increased use of CT scanning in diagnosis.
The CT appearances are those of a well defined mass which enhances uniformly after intravenous contrast. MRI reports of orbital haemangiopericytoma are few. Lesions are of low signal on T1-and of high signal on T2-weighted images with intense enhancement post-gadolinium. MRI 
